SUMMARY
Free left ventricular wall rupture following acute myocardial infarction usually results in cardiac tamponade and sudden death.
Occasionally, the bleeding into the pericardial sac is arrested by the surrounding pericardial tissue causing formation of a pseudoaneurysm.
The case herein reported presented with a refractory pericardial effusion 1 month after an anterior myocardial infarction.
While echocardiography failed to reveal a pseudoaneurysm or to localize a rupture, cineventriculography disclosed the diagnosis of a minimal rupture of the left ventricular free wall. The patient was successfully treated by surgery. (Fig. 1a  and b) .
A diagnosis of post-myocardial infarction syndrome (Dressler) was established at this stage and 40mg prednisolone, in addition to beta-blocker and isosorbide dinitrate treatment, was started. Although the patient was followed for 8 days, his general condition did not improve and chest pain and pericardial effusion persisted. He was tachycardic and hypotensive most of the time but no increase in jugular venous pressure occurred.
During this 1-week period frequent echocardiographic examinations were performed by different observers, but it was not possible to demonstrate a pseudoaneurysm formation or to localize a rupture.
Due to deterioration of the general condition of the patient, who needed positive inotropic support from time to time, emergency cardiac catheterization and coronary angiography were performed on the 8th day after his admission to our hospital. Left ventriculography revealed a large apical aneurysm and a tiny leakage of the radio-opaque material into the pericardium from the inferior wall of the left ventricle (Fig. 1c) .
There were significant stenotic lesions in all three major coronary arteries (left anterior descending, circumflex and right coronary arteries).
An emergency operation was performed on the same day by the cardiovascular surgery team of our hospital.
During the operation, an abundant amount of hemorrhagic fluid was seen following incision of the pericardium. There were fibrin strips and adhesions.
A tiny rupture and leakage into the pericardium could be seen just at the site where the anteroapical aneurysm and inferior wall of the left ventricle intersected. Aneurysmal excision and necessary revascularization were done with the rupture being excised within the aneurysm. After an uneventful follow-up, the patient was discharged from the hospital on the 10th post-operative day. On examination 3 months later, he appeared quite well with no significant electrocardiographic or echocardiographic signs.
DISCUSSION
In 1987, a review of the literature revealed 19 cases from different centers with subacute or sealed free left ventricular wall rupture following acute myocardial infarction.
Eighteen of these cases resulted in cardiac tamponade and shock. Fourteen were treated surgically with a mortality rate of 14.2%.
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The nineteenth case, who survived after successful surgical intervention, resembled ours because he had no jugular venous distension and his hypotensive state could be controlled by pharmacological means.1) It has been established that echocardiography is a sensitive method for detecting pseudoaneurysms and subacute cardiac ruptures.1),3),4) However, it failed to show the sac created by the hematoma or to localize the rupture in our case, perhaps due to the fact that the leakage of blood into the pericardium was minimal.
Indeed, due to this minimal leakage our patient managed to live quite a long time (at least 4 or 5 weeks) until he was treated surgically.
In the presence of resistant pericardial effusion in patients with acute myocardial infarction, it must be remembered that one of the causes may be imminent cardiac rupture.
Cineventriculography is still a valuable diagnostic tool in such cases. It can document even minimal leakage of blood into the pericardial sac which cannot be detected by serial two-dimensional echocardiographic studies, and thus prevents the usual catastrophic outcome of cardiac rupture.
